Cystic adventitial disease of the popliteal artery is an uncommon cause of intermittent claudication. It is more frequent in males, with maximum incidence being in the fourth and fifth decades of life. The youngest reported cases are in children aged II (Harris & Jepson 1965), 12 (De Laurentis et al. 1973) and 13 (Lewis et al. 1967 years. Reported here is the youngest case recorded in the English literature.
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Cystic adventitial disease of the popliteal artery is an uncommon cause of intermittent claudication. It is more frequent in males, with maximum incidence being in the fourth and fifth decades of life. The youngest reported cases are in children aged II (Harris & Jepson 1965) , 12 (De Laurentis et al. 1973) and 13 (Lewis et al. 1967) years. Reported here is the youngest case recorded in the English literature.
Case report
A lO-year-old boy presented in August 1977 with a 12-month history of increasing intermittent claudication in the left leg. There was no history of trauma, cardiac or other vascular disease nor was he a diabetic.
On examination he was well-developed and healthy-looking. The cardiac and respiratory systems were normal. His legs showed no signs of wasting and the pulses on the right were present and normal. On the left, the popliteal pulse was diminished as were the foot pulses, and there was a bruit over the popliteal artery.
The patient's haematology and biochemistry were normal. Femoral arteriograms showed a normal right side, but on the left there was a smooth narrowing of the popliteal artery between the femoral condyles consistent with extrinsic compression (Figure 1 ).
At operation a multilocular cystic lesion was found, which surrounded the popliteal artery and extended over about 7 em of its length. The cysts were excised completely leaving the media intact. Postoperative recovery was uneventful and at follow up three months' after. surgery the patient was completely symptom free. Histology confirmed the diagnosis of cystic adventitial disease of the popliteal artery.
Discussion
Intermittent claudication as a presenting symptom in children is exceedingly rare. If there is no history of trauma or obvious cause for arterial embolism, the differential diagnosis lies between the popliteal artery entrapment syndrome (due to an anomalous origin of the medial head of gastrocnemius) and cystic adventitial disease. In both of these conditions, the history of claudication is usually progressive.
The physical findings vary, the peripheral pulses being normal, diminished or absent in either condition. A bruit over the popliteal artery has been reported often in cystic adventitial disease but only once in the popliteal entrapment syndrome (Mentha 1966) .
The two conditions can sometimes be distinguished by noting changes in the ankle pulses in response to movement of the knee. In popliteal entrapment the ankle pulses may disappear when the gastrocnemius muscle is put on stretch by passive dorsiflexion or active plantar flexion of the ankle with the knee straight, whereas flexion of the knee will produce arterial impairment in cystic adventitial disease.
To reach a more definitive diagnosis, arteriography is necessary. In the early stages of cystic adventitial disease, there is a smooth hour-glass stenosis (,Scimitar' sign) with no poststenotic dilatation. Later when the popliteal artery is occluded, the arteriogram shows a smooth tapering off at the upper end of the block (British Medical Journal 1970) . The arteriogram in the popliteal entrapment syndrome commonly shows some deviation of the artery medially with an area of narrowing and the lesion may be bilateral. Despite arteriography, in many cases the final diagnosis is only made at operation.
Surgical treatment should in the first instance be limited to evacuation of the cyst contents or, better still, careful dissection to remove the cyst in its entirety from the vessel wall. If the artery is occluded, resection of the affected segment and a vein graft replacement or arteriotomy with vein patching will be necessary (British Medical Journal 1970) .
The association of pyoderma gangrenosum with the milder and even asymptomatic forms of inflammatory bowel disease is becoming more widely accepted. However, the association between pyoderma gangrenosum and polyarthritis is at present unclear. A case in which pyoderma gangrenosum occurs with both inflammatory bowel disease and polyarthritis is described and the implications are discussed.
